It will be seen that as soon as the original source of infection in ruminants ceased, Q fever in wild life disappeared. This finding is in contrast to the results of Australian and Russian workers who found the wild life infected in regions where no domestic animals were involved and where one must therefore presume the infection to have been a primary and persistent one. Differences of climatic and ecological factors may explain this. Owing to the cold climate of Western Czechoslovakia there are no ticks in the area we observed and this might be one of the reasons why Q fever disappeared. This would correspond with the opinions of Terhaag and other workers in Germany and America, who sought to prove the importance of ticks in the endemicity of Q fever.
It would seem that Q fever can only be endemic in areas where both ticks and mammalian hosts abound -the latter being either domestic ruminants pastured in the open, or susceptible rodents and perhaps other wild animals. These conditions are not present in Westem Czechoslovakia and this may account for Q fever dying out in the areas mentioned. Clearly the respiratory diseases stand out in the United Kingdom and skin conditions in the Far East, where, if it were not for venereal diseases, they would be the leading cause. Venereal diseases are in a special category as every single case during this period was counted whether admitted as an in-patient or not, and they therefore have an enhanced prominence in the morbidity tables beyond their true importance.
Apart from venereal diseases Far East rates only exceeded the Middle East to any degree in skin conditions. These were of great importance in all commands and were largely governed by the group of septic conditions such as boils which averaged about 21 per 1,000 in the European commands and 32 per 1,000 in the tropical commands. The principal addition in the Far East was from tinea, which was uncommon elsewhere, but there reached one-fifth of all skin conditions. Even this conceals its widespread extent, for large numbers were treated at medical centres as out-patients.
Intestinal diseases have been of greatest concern in the Middle East where they dominated the medical scene from May to October. The largest and yet the mildest group was the somewhat amorphous one of diarrhoea, enteritis, &c., with an average treatment of about a week. A detailed examination of in-patient records shows that the great majority in the United Kingdom were diagnosed as gastro-enteritis and colitis, fairly evenly spread throughout the year, while in the Middle East this category was in the minority. The diarrhoea group may well include unidentified cases of dysentery. Enteric fever should be mentioned as the only one of the intestinal group against which protection is sought by the universal use of a vaccine, and possibly it is this which at times has brought it within bounds while the other intestinal diseases remained rampant. At any rate, by 1951 it had reached a record low post-war level in the Middle East (there were too few cases elsewhere to be worth discussing). Subsequently outbreaks of paratyphoid B occurred until the Suez Canal zone was evacuated.
The younger soldiers had the higher admission rates, but in the United Kingdom age was a subordinate factor in determining morbidity, which was largely shaped by length of service. The recruit stage was particularly vulnerable in respect of respiratory conditions. A similar factor came into play after arrival in the tropical commands, on being exposed to another new environment.
There appeared to be an advantage in a later call-up; recruits whose service had been deferred had lower admission rates, possibly due to their healthier home background. Recruits whose service had been deferred have previously been shown to differ in respect of physique also (Rosenbaum, 1954 Surgeon Commander F. P. Ellis: I would like to refer to one aspect raised by Mr. Rosenbaum's paper only, namely the effect of climate on the morbidity of military personnel. The Royal Navy was particularly concerned with this aspect in the latter years of the Second World War when accurate information was difficult to obtain because the Annual Reports on the Health of the Navy and the machinery for producing them had been discontinued and ships' medical officers, for reasons of security, were not allowed to report the movements of their ships. An attempt was made in 1944 and 1945 to obtain some factual data from the Eastern Fleet and the British Pacific Fleet. All medical officers were instructed to report the total numbers of fresh cases on the "sick" and' "attending" lists in certain broad disease groups for each month a ship had been in the tropics, and for the previous twelve months for shore establishments. A marked contrast was observed in both Fleets in total sickness between the shore establishments and the ships. An increase in skin diseases and minor injuries afloat, where the average dry-bulb temperature in the accommodation between decks was about 70 F. in excess of the average temperature in the accommodation on shore, accounted for most of the additional morbidity (Ellis, 1948) . After the war it was possible to request information concerning the movements of ships, and for the first post-war year the average attending-list and sick-list figures derived from reports from all ships in the Navy were presented by Fraser Roberts (1948) for northern, southern, Mediterranean and tropical waters. His figures were based on the weekly sickness rates calculated by taking the average for the figures for sickness at the beginning and end of each week and dividing by the similarly averaged complement. They showed very much the same trends as Mr. Rosenbaum describes for Germany, the Middle East and the Far East, namely an increase in morbidity as one goes East. The contrasting prominence of upper respiratory tract infections in temperate zones to which Mr. Rosenbaum refers was not indicated by these figures from ships, although I suspect that if naval shore establishments, especially training establishments and barracks, had been included the story might have been different. As in the Army, "dysenteries and diarrhoeas" were a more prominent cause of morbidity in the Mediterranean than in either the tropical or temperate zones. Sickness due to injuries was more prominent in the warm climates than the temperate climates and skin diseases were far and away the most frequent cause of morbidity in the tropics.
Medical officers were then instructed to include the average weekly upper-deck temperature at noon in their monthly returns. For the first year for which returns were received-October 1, 1948, to September 30, 1949-the effect of climate on total morbidity was shown by the attending-list figures which rose appreciably when the mean weekly noon upper-deck drybulb temperature exceeded 80°F. and very markedly when it exceeded 900 F. (Ellis et al., 1953) . Little was to be learnt concerning the effects of climate from the sick-list figures alone.
To confirm the critical level of warmth at which morbidity increased, this study was continued and the findings for the four-year period October 1948 to September 1952 were recently reported by Smith (1958) . In view of the apparent insensitiveness of the sick list as a criterion for measuring climatic effects in the preliminary study, he confined his attention largely to the attending list. The disease groups chosen for study again correspond broadly to those selected by Mr. Rosenbaum. The percentage of the ships' companies on the attending list, particularly with skin diseases, increased when the average upper-deck dry-bulb temperature at noon exceeded 800 F., which had been shown in another study to correspond approximately to an average effective temperature on the mess decks of about 800 F. This trend of increasing morbidity at climatic extremes was less marked at the lower end of the temperature scale.
These studies provided the Admiralty with useful evidence, in support of that obtained by "comfort" surveys and physiological and psychological studies, bearing on the necessity for airconditioning warships to maintain the effective temperature between decks below 780 F. if they are required for continuous service in the tropics, and suggested that any complete review of morbidity in the Service should include figures for the attending list as well as for the sick list if useful information was not to be lost and significant trends ignored.
